Left atrial enlargement is a common feature of rheumatic mitral valve disease. Other causes of left atrial enlargement is left ventricular failure, chronic atrial fibrillation, and significant left to right shunts as seen in patent ductus arteriosus and ventricular septal defect. Giant left atrium is a feature of rheumatic valve disease with severe mitral regurgitation. 4 We present a case of GLA with predominant mitral stenosis associated with atrial fibrilation and huge thrombus formation. The patient was successfully managed by mitral valve replacement and removal of LA thrombus.
Case Report:
A 52 years normotensive non diabetic old male was suffering from shortness of breath on exertion and palpitation for 3 months. The patient had history of ischaemic stroke with right sided weakness 16 years back. He had a successful closed mitral commissurotomy in 1998, since then he had been treated with digoxin and warfarin. Three months before admission his activity became limited due to increase shortness of breath and palpitation. Physical examination revealed he was anxious, right sided weakness with normal blood pressure and an irregular pulse. Cardiovascular examination revealed there was a curvilinear scar mark extending from lateral border of sternum to left mid axillary line over 4 th intercostal space, visible apex beat present in normal position, apical impulse in normal position, tapping in nature, a diastolic thrill present in mitral area. P2 palpable, loud 1 st heart sound in mitral area and mid diastolic murmur in mitral area.
Chest X-ray P/A view showed cardiomegaly, Electrocardiography showed atrial fibrilation. Echocardiography confirmed severe mitral stenosis with mild mitral regurgitation with AML and PML severely calcified and thickened, MVA 0.7 cm2, giant LA (70 mm) compressing RA, there was features of RV pressure and volume overload, spontaneous echo contrast seen in LA. Severe pulmonary hypertension, with a pulmonary artery systolic pressure estimated 118 mm of Hg, Grade-III eccentric tricuspid regurgitation. With all aseptic precautions median sternotomy was done. Thymus dissected and ligated. Pericardiotomy was done and pericardial adhesiolysis was done. Cardio-pulmonary bypass was established with appropriate bicaval cannula. There was a 5×4×3 cm size organized LA thrombus was found (Fig-1) and thrombus was removed (Fig-2) . Pulmonary veins opening were found free of thrombus. Mitral valve found both AML and PML thickened, severely calcified and moderate subvalvular change. All mitral valve apparatus excised and replaced with 27 size St. Jude porcine tissue valve. Left atriotomy was closed in layers. Two epicardial pacing wires were placed in RV wall. Chest closed in layers after keeping 3 chest drain tubes in situ; one in left pleural space, one in right pleural space and another in retrosternal space. Proper hemostasis was ensured. Per operative period was uneventful. Patient was extubated 3 days after operation due to low cardiac output syndrome. Chest drain tube removed on 11 th POD due to chest drain collection. Patient shifted from intensive care unit to ward on 12 th POD and discharged on 17 th post operative day.
Discussion:
According to Isomura and co-workers, left atria larger than 6 cm diameter is termed as giant left atria. 5 In our patient had LA size was 70 mm, which is consistent with the above study. Hurst states that in cases of giant left atrium, mitral regurgitation is more profound than mitral stenosis, and atrial fibrillation is almost always present. 1 Most of the cases of giant left atria reported are associated with mitral regurgitation. In our case, X-ray chest of patient revealed cardiomegaly. On echocardiography, confirmed severe mitral stenosis with giant LA (70 mm) compressing RA. Giant left atria may rarely present in severe mitral stenosis. 6 In our case it was associated with severe rheumatic mitral stenosis with AF, which is consistent with the above study. The patient of giant left atria usually presents with complaints of shortness of breath and/or dysphagia. 7 Our patient had complaints of shortness of breath on exertion, palpitation without any compressive symptoms like dysphagia which is consistent with the above study. Such a giant left atrium with severe mitral stenosis with mild mitral regurgitation with AF is a rare entity, 8 and hence we have reported this case. In the view of such enlarged left atrium with progression of symptoms with atrial fibrillation, we advised our patient for mitral valvular replacement surgery to avoid further complications. Successful mitral valve replacement surgery was done and patient discharged from hospital with advice.
Conclusion:
Patients of mitral valvular heart disease with severe mitral stenosis with mild mitral regurgitation may present with enlarged left atrium with progression of symptoms with atrial fibrilation and LA thrombus. Surgical management done successfully and patient discharged from hospital.
